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ABSTRACT
Analyses of empirical research

and ethical problems require
different skills and approaches. This
article presents five core skills
psychiatrists need to be able to
address ethical problems optimally.
These include their being able to
recognize ethical conflicts and
distinguish them from empirical
questions, apply all morally relevant
values, and know good from bad
ethical arguments. Clinical examples
of each are provided.
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INTRODUCTION
Psychiatrists face new, ever-

emerging ethical questions that have
few, if any, precedents. These include
how to handle “do not resuscitate”
(DNR) orders and attempted suicide,

how to assist suicide where this is
legally permitted, and how to respond
when transgendered people want to
adopt children.1–3 All clinical decisions
involve underlying ethical conflicts.
When these conflicts impact patients
significantly, psychiatrists should
address these issues separately, but
concomitantly. The analysis of an
ethical conflict differs greatly, however,
from the analysis of an empirical
question (e.g., which drug to give).4,5

Thus, to be able to give their patients
the best care possible, psychiatrists,
like all providers, must recognize when
an ethical conflict exists and also
recognize how to optimally resolve it.6

There are five skills psychiatrists
should have in order to identify and
resolve ethical conflicts optimally.
These skills include recognizing ethical
conflicts, questioning empirical
assumptions, weighing all values
potentially relevant to the decision,
assessing whether these arguments
are sound, and anticipating possible,
negative effects on the
patient/psychiatrist relationship. Each
of these skills will be described and
discussed.

RECOGNIZE ETHICAL CONFLICTS
(AND DISTINGUISH THEM FROM
EMPIRICAL QUESTIONS)

The first task of a psychiatrist is to
discern whether ethical conflicts are
present. Counterintuitively, perhaps,
this may be a psychiatrist’s most
difficult task, because often these
conflicts are not readily apparent. An
ideal example of this is taken from a
clinical question that has arisen in
internal medicine involving patients
with lung cancer for whom two kinds
of treatment may be effective: surgery
and radiation. Surgery offers an
increased survival time, while the
radiation offers less morbidity.7,8 Some
patients prefer radiation to surgery.
Yet, suppose a doctor favors surgery
due to its statistically longer survival
time. Suppose also that since the
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doctor holds this view, he or she does
not mention the other option of
radiation to his or her patients. 

Obviously, it would be ethically
wrong not to mention the option of
radiation to a patient, because, in this
case, it is the patient who will undergo
the treatment and experience the
outcome. Therefore, the patient, not
the doctor, should decide which
procedure he or she will have. Clearly,
if a surgeon sees this only as a clinical
question and misses that there is the
embedded ethical question of who
should decide, the outcome could be
entirely different than if the surgeon
recognized the ethical conflict.

The same analysis applies to
psychiatry. The paradigmatic example
I present that best illustrates such an
application in psychiatry is one that
will no doubt be controversial; indeed,
it challenges and contradicts what
most, if not all, psychiatrists do at this
time—what should a psychiatrist do
when he or she first sees a patient who
complains of a memory problem. The
psychiatrist may, for example, ask the
patient such questions as “What did
you have for breakfast?” and/or ask the
patient more formal questions from the
Mini-Mental Status Exam, such as to
remember paired objects, like “the
flower/a rose,” and to repeat this at
once and again after several minutes.
The psychiatrist may also ask the
patient whether he or she remembers
past Presidents, prefacing this perhaps
with, “These questions may seem silly,”
to try to reduce the possibility that in
response to these questions, the
patient feels infantilized.

Psychiatrists have sound reasons
for doing this testing. Patients who
present with memory problems may
have treatable conditions, such as a
benign brain tumor or normal pressure
hydrocephalus. There is, however, a
possible harm in asking these
questions. A patient who presents with
memory problems may have minimal
cognitive impairment (MCI), which

may become Alzheimer’s disease
(AD).9 If this is the case, the patient
may prefer not to know he or she has
MCI at the time of the initial
evaluation.10

To explain a bit more, some
patients also may have memory loss
that is consistent with normal aging,
and some patients may, if given a
choice, prefer believing that their
memory loss is nothing more than that
due to normal aging unless or until
their memory gets worse.
Furthermore, a patient who believes
his or her memory loss is normal may,
for a time, have an increased quality of
life, due to this choice, because he or
she is not worrying as much about the
possibility of developing AD to the
same extent.

Legally, as well as ethically, it may
be that psychiatrists should give such
patients this option of not knowing.
Patients have the legal right to choose
to not know information, and ethically,
if patients are adequately informed of
the possible benefits and risks of not
knowing, they may choose not to know
whether their memory seems normal
or impaired on the basis of the initial
testing. Psychiatrists who accepting
this as a choice for their patients
respect patient autonomy. 

Practically, if a psychiatrist
discusses the option of not knowing
initially with his or her patients, the
psychiatrist could ask them certain
questions to help them decide. The
psychiatrist might ask the patient, for
example, whether, based on the
patient’s past history, he or she
believes it likely that he or she would
be capable of maintaining this degree
of denial, or of continuing to enjoy his
or her present quality of life, knowing
that the memory problems he or she
has now might be a harbinger of
greater problems to come. If the
psychiatrist did this, he or she should
perhaps inform the patient of the
possible, serious losses that the patient
would risk as a result of making this

decision of not knowing. If, for
example, the patient declines testing
initially, the patient would probably not
have the possible benefits of early use
of cholinesterase inhibitors. Pursuing
ethical analysis to its logical extreme,
the psychiatrist could give the patient
a choice of whether he or she would
want information on what he or she is
potentially giving up or losing by not
knowing about his or her memory
loss.11,12

My point is not that all psychiatrists
should do this now. This may be going
much too far to respect a patient’s
autonomy. In fact, a psychiatrist going
this far could actually frighten a
patient unduly. My point is that ethical
analysis carried out sufficiently and
independently might suggest the
possibility that psychiatrists might go
this different way. Many patients, if
presented with the risks and benefits
of not knowing their diagnosis, may
very well decline this option and
choose instead to know what is “going
on.” Still, practically, even if a patient
wants to undergo the initial testing for
memory loss, he or she likely will
appreciate the psychiatrist for giving
him or her the choice. 

QUESTION EMPIRICAL
ASSUMPTIONS 

Psychiatrists may act on the basis of
assumptions that are false, which is
true of all healthcare providers. This
may be a particular risk in some areas
of psychiatry, however, because some
psychiatric assumptions are unlike
many assumptions in some other areas
of medicine, such as those based on
microscopic findings or cultures grown
in a lab that can be objectively verified.
For example, unlike tuberculosis (TB)
or cancer, which can be verified by
laboratory tests, there are no
laboratory tests that can establish and
verify the cause of some sources of
memory loss.

One psychological belief that has
been proven false is the belief that

E T H I C S  I N  P S Y C H I A T R Y



[ V O L U M E  8 ,  N U M B E R  3 ,  M A R C H  2 0 1 1 ]   Innovations in CLINICAL NEUROSCIENCE 21

patients, when told they had cancer,
would be at undue risk of taking their
own lives. Based on this belief, not all
that long ago, many healthcare
providers now would often choose not
to tell their patients that they had
cancer.13 Now, we know that most
patients, upon learning they have
cancer, will not commit suicide. Thus,
almost all healthcare providers believe
that they should inform their patients
of a diagnosis of cancer.14–16

Another example of a psychological
belief that has been proven false is that
bad parenting caused children to have
schizophrenia. Some psychiatrists,
“armed” with the concept of
simultaneous, multilevel, contradictory
messages, “went stalking for double-
binding parents and especially for
schizophrenogenic mothers who they
believed were parasitically feeding on
their child.”17

Likewise, psychiatrists have
unknowingly suggested to children
that their parents sexually abused
them before they remembered this
abuse taking place.18–20 We have also
since learned that we should think
carefully and think twice before we
debrief our patients because the
process of raising memories of past
trauma may retraumatize the patient
due to these repeated images.21,22 We
also used to believe that when infants
were born with genitals that in terms
of gender were ambiguous, if we
surgically made their genitals “male” or
“female” while they were still infants,
their psychological gender identity
would most likely follow suit. Now,
what we should do, when we should
do it, and why are much more open to
question.23

Kohut taught us that we should not
always confront narcissistic patients,
but sometimes we should allow them
to idealize us, and Miller and Rollnick
taught us that motivational
interviewing is another approach to
treating patients with substance abuse
problems, as opposed to allowing them

to hit bottom.24–26 These days, many
psychiatrists believe they can treat
patients over the internet and even
respond to them at a different point in
time.27,28

A paradigmatic example that
illustrates the importance of carefully
reviewing empirical data before
making inferences is genetic testing for
the APOE gene, a marker for late-
onset AD. Psychiatrists and other
healthcare providers widely believed,
at least until recently, that they should
advise patients not to seek genetic
screening for the APOE gene. They
feared that these patients would be
unduly harmed by the knowledge that
they carried the APOE gene. The
assumption may be somewhat
analogous to providers assuming in the
past that patients would unduly harm
themselves if they learned they had
cancer. 

The New England Journal of
Medicine recently published an article
that questioned this assumption.29

Based on this new data, some leading
experts on AD now suggest that
healthcare providers present to
appropriate patients the option to have
the testing done, but leave the decision
entirely up to the patient. Should
psychiatrists, in the absence of data
supporting the notion that patients
would be harmed by this knowledge,
have done this all along?

Psychiatrist S. Nassir Ghaemi
suggests that the biopsychosocial
model, sacrosanct to many
psychiatrists, should be replaced. He
sees it as, to an undue extent,
privileging objective data over more
subjective approaches. He cites the
compelling work of psychiatrists
Leston Havens and Alfred Marguelis,
who emphasized the importance of
connecting with patients however this
might best be accomplished. Ghaemi
describes a case where Havens and
Marguelis interviewed a man who had
previously not benefited from
treatment. The psychiatrists focused

on better establishing what was going
on in this patient’s life, why he felt as
he did, how he felt about his peers, his
father, his mother, his enemies, and his
world.30 Havens went so far to suggest,
as Ghaemi reports, that to convey
empathy, psychiatrists should try to
mirror the patient’s actions, sometimes
even by looking at the floor if the
patient does. Havens stated that by
doing this, ideally psychiatrists may be
able to think such patients’ thoughts a
split second before they do, and thus
this can enhance empathy felt by the
psychiatrist.

Should we revise our bio-psycho-
social model, as suggested by Ghaemi,
to privilege more subjective
approaches? There may be many
patients with whom only a more
subjective approach will connect. I
recall, for example, a patient who
rejected multiple psychiatrists before
coming to see me. In response to a
medical question he asked me, I told
him he was “doing himself in,” which I
followed immediately with a smile and
said, “If I were you, I’d want to tell me
where to go!” I believe it was at that
moment that he decided he would
continue to see me for treatment.

APPLY ALL VALUES AND,
PARTICULARLY, ALL
“DEONTOLOGICAL” VALUES

Ethical analyses must put all
significant values “on the table.” Four
values commonly cited, and reasonably
taken to be sufficiently inclusive, are
the values of respecting patients by
fully informing them, treating them as
equals, doing good for the patient, and
avoiding harming the patient.1

The latter two values, “doing good”
and “avoiding harm” are consequential.
These values involve outcomes (e.g.,
how patients with AD may do with or
without anti-AD medications).31,32 The
first two values, “fully informing them”
and “treating them as equals” are
“deontological” values. These values do
not involve consequences, but do
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involve how we should treat people.
Deontological values warrant priority
in the view of some ethicists. Yet, in
practice, healthcare providers may
undervalue deontological values
because they are not based on
consequences, which are visible and
thus easier to defend. Therefore, I will
focus on the more neglected of the
four values, the deontological values.

Respect patient autonomy. To
enable patients to decide what they
want, psychiatrists must give them the
information they need. The
information psychiatrists give patients
is, however, theoretically without limit.
Thus, this raises the question of where
the psychiatrist should draw the line. A
paradigmatic example of this is a case
of a patient I see whose husband has
AD. The patient asked me whether her
husband should switch or add different
cholinesterase inhibitors, take twice
the dose of the anticholinesterase he
was taking, and/or try intranasal
insulin, which she had read had shown
some success.33–35 The FDA, in fact, had
approved doubling the dose of the
cholinesterase inhibitor her husband
was on. One question this case
example raises is when should
psychiatrists alert patients of possible
treatments that might be effective. A
second question is should the
psychiatrist take the initiative to share
this information even when the patient
or his or her caregiver does not ask.

Ethically, if psychiatrists do not take
initiatives to share information with all
patients, this will in one sense violate
equity. Not taking this initiative will
favor those who are more assertive
and/or savvy enough to ask over those
who are not, and thus discriminate
between these two groups.36

Empirically, patients who participate in
a study in which the outcomes do not
show statistical significance may
individually benefit from a new or
experimental treatment. Thus, the
desire of the patient or the patient’s
caregiver to try such a treatment may

be not unreasonable even though the
treatment has not been shown to be
effective by scientific standards. This
may be the case in particular when a
patient’s condition continues to
deteriorate despite treatment. A rule
of thumb psychiatrists might find
useful as a guide to answering the
question of how much initiative they
should take is to ask themselves how
much information the patient would
have if he or she were an expert in the
field. Patients who are not experts in
the field may want and need the same
amount of information.

An additional ethical question this
inquiry then raises is when, if ever,
should psychiatrists offer to take
initiative on a patient’s behalf to enable
the patient to get a new or
experimental treatment the patient
wants to try. The psychiatrist can, for
example, contact another psychiatrist
who specializes in a particular area or a
researcher who knows much more
than the psychiatrist about a new,
different treatment and may be able to
provide the treatment the patient or
caregiver is requesting. A psychiatrist
contacting another healthcare provider
on a patient’s behalf may, of course,
make the difference in whether or not
this other provider is willing to give the
patient this new or experimental
treatment.

Consider equity (and how
patients’ relationships with others
may be affected). When there is
more than one person that will be
significantly affected by a psychiatrist’s
decisions, ethical questions may arise
involving equity or justice. A
paradigmatic question here is when, if
ever, should a psychiatrist try to
influence his or her patients to share
information that is confidential.37–43 One
example of this is when a patient has
genes for Huntington’s disease or for
early onset AD that are autosomal
dominant. When a patient has these
genes, this information may profoundly
affect other family members’ lives and

choices. Family members may, for
example, choose also to get tested for
the genes, and the presence of the
genes may affect their decision
whether or not to have children.

Legally, healthcare providers must
respect patient confidentiality, but all
the same, healthcare providers may
try to persuade these patients to
inform their family members if these
genes are present. The healthcare
providers can also raise the question
of whether they, themselves, should
inform the family members when the
patients do not. In this situation, a
value that may compete with
confidentiality is equity. Something
else to consider is how this
information may affect a patient’s
relationships with his or her family
members and his or her psychiatrist.

Philosopher Mary Urban Walker
addressed both these values in a case
she discussed years ago. In the case of
“Carlos and Consuela,” Carlos would
not tell Consuela, his sister and his
caregiver, that he had human
immunodeficiency virus (HIV)
because he did not want her to learn
of his homosexual orientation. Walker
asked whether the clinician treating
Carlos should have violated Carlos’s
confidentiality and told Consuela that
Carlos had HIV. Walker asked the
extent, if any, to which clinicians
should also take into account the
interest of other parties, such as a
sibling like Consuela, and whether
Carlos should have taken more
responsibility so as to not exploit
Consuela’s good will under conditions
of ignorance.44,45

What should a psychiatrist do in
such instances? This question is made
more complex because if a
psychiatrist takes the initiative to raise
this issue of informing others upon
him- or herself, this may adversely
affect the therapeutic relationship he
or she has with the patient, whereas
some patients may feel a greater trust
of the psychiatrist, knowing that the
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psychiatrist had sufficient moral
concern and the willingness, despite
this risk, to do this. 

ASSESS GOOD VERSUS BAD
ETHICAL ARGUMENTS

In ethics, different arguments are
able to accomplish different outcomes.
Ethical arguments may be able to
show definitively what is not right,
such as the notorious research done at
Tuskeegee, which, as readers recall,
involved researchers who withheld
treatment for syphilis in several
African-American men, despite having
treatment available, in order to study
the untreated course of the disease.
Ethical arguments may not, however,
be able to show what is right. An
example, here, might be whether or
not to allow assisted suicide. In
instances in which ethical arguments
cannot determine what the outcome
should be, the soundest approach may
then be to change the question from
what the decision should be to who
should decide. Reasonable people may
reasonably disagree on what the
decision should be, but may wholly
agree on who should decide. When the
patient is an infant or child, for
instance, most would agree that so
long as certain conditions exist,
parents should be the ones who make
decisions for their children. 

Psychiatrists should know good
ethical arguments from bad ones. One
example of an argument likely to be
flawed is an argument based only on a
most remote possibility. Suppose, for
example, a patient has incurable
cancer and is trying to decide whether
or not to try chemotherapy. While
there may be many good reasons for
this patient to try chemotherapy,
doing it because a new drug may be
discovered in the near future that will
cure the cancer is probably not among
these good reasons because this is not
at all likely to occur.

Another flawed argument involves
the law.46 Psychiatrists should know

that doing what they think is best for
their patient is probably better than
doing what they think is best for
themselves (i.e., doing what will best
protect them legally).47–49 An example
here is a patient whose suicidal
ideation has waxed and waned for
years, but who is adamantly opposed
to hospitalization. The patient’s
psychiatrist may believe that his or
her own best protection from a
possible lawsuit is to hospitalize the
patient, even though this goes against
the will of the patient. However, the
patient may benefit more over the
long term from continuing to see the
psychiatrist as an outpatient. The
psychiatrist’s preferable ethical choice
may then be to pursue seeing the
patient more frequently, but as an
outpatient, even though as a result,
this patient’s short-term risk of
committing suicide might be
increased.

Consider this: The number of
suicidal patients actually killing
themselves could be reduced greatly
by keeping all suicidal patients in
restraints. Obviously, this would not
be in the best long-term interest of
any patient. Psychiatrists should
always consider the law first, but be
willing to depart from the law
somewhat in order to do what is best
for their patients. If a psychiatrist is
sued, the fact that his or her actions
were driven by doing what he or she
thought was best for the patient will
be his or her best defense.

ANTICIPATING HOW THE 
ETHICAL APPROACH MIGHT
NEGATIVELY AFFECT THE
PATIENT/PSYCHIATRIST
RELATIONSHIP

All or almost all value
considerations by psychiatrists take
place in the context of the
relationships they have with their
patients. Thus, psychiatrists should
anticipate how decisions will affect
these relationships. Psychiatrists

know well that maintaining positive
relationships with their patients is of
utmost importance—studies confirm
this repeatedly.50

Even if an ethical decision seems
right from all abstract perspectives, the
psychiatrist still should consider how
the decision might affect the
patient/psychiatrist relationship prior
to proceeding. Here I shall use as an
example a patient I saw in which I did
not do this. A patient came to see me
with his wife. He was having some
difficulty with his memory. I asked him
what medications he was taking and
how often he was taking them. He
could not tell me exactly how often he
was taking his medications. I, without
thinking, looked at his wife and asked
her if she could keep track of this for
him so that she could tell me the next
time we all met. As I said this to her, I
saw him flinch, and I immediately
regretted I had said this—I had
infantilized him in front of his wife. 

This is an example, I fear to say, of
what healthcare providers do all too
frequently to patients with AD. We talk
with the patient’s caregiver as if the
patient is not there. Ethically, it makes
sense that this patient’s wife should
keep track of his medications.
Handling it the way I did, however, was
insulting and could have undermined
our relationship. Consequently, I now
routinely ask all patients I see with AD
whether it is okay with them for me to
speak with their partners about them. I
tend to do this no matter what stage of
AD they are in. This makes sense, in
part, because patients with AD may
retain full emotional sensitivity even
after they have lost their capacity for
cognition.51 It also makes sense to me
to continue to meet with patients with
AD and their partners as long as I can,
even after these patients have lost
their capacity to respond in a
“meaningful” way. I have wondered, on
occasion, why I do this. Their partners
give me the answer. The caregivers of
these patients tell me that the patients
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cherish our meetings like little else. I
believe psychiatrists should also try to
keep in contact with these patients’
caregivers even after the patients have
lost the capacity to recognize the
caregivers or have died. In this
instance, unlike perhaps Kohut’s
theory, every psychiatrist is not
replaceable. Only one psychiatrist has
“lived” with the patient and partner
through both thick and thin.

CONCLUSION
All psychiatric decisions at some

level involve underlying ethical
conflicts. When these conflicts are
significant, psychiatrists should
concomitantly and separately assess
them. This requires different
assessment skills. Psychiatrists must
first be able to recognize that these
conflicts indeed exist, and then they
must question their empirical
assumptions, try to include all relevant
values, check that the arguments they
are making are sound, and consider
how their decisions could affect their
patient/psychiatrist relationships. More
specifically, psychiatrists might
particularly consider what information
their patients might find useful and
then consider sharing this information,
even when patients do not ask.
Above all else, psychiatrists should try
to ensure that the ethical response
they have chosen is not likely to impair
their patient/psychiatrist relationship.
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